TRANSACTIONS 


OF THE 

NEW YORK SURGICAL SOCIETY. 


Staled Meeting, April 24, 1907. 

The President, Dr. George Woolsey, in the Chair. 


SARCOMA OF THE HUMERUS. 

Dr. Howard Lilientiial presented a man about 30 years 
old, who, six months ago, after the healing of a fracture of the 
right humerus, noted peculiar sensations and pain in the callus. 
The pain finally became so marked that he visited the Mt. Sinai 
Dispensary, where lie was seen by Dr. Walter M. Brickner, who, 
partly on account of the crackling sensation that could be elicited, 
became suspicious that the condition was malignant and had an 
X-ray photograph taken. This corroborated his suspicions, and 
the patient was admitted to the hospital about two months ago. 

Upon exposing the humerus and opening it, the medullary 
canal was found to be fdlcd with a soft, pultaceous material, which 
was removed and submitted to the pathologist, who pronounced 
it small, round-celled sarcoma. As the patient absolutely declined 
amputation, the diseased bone was removed as completely as 
possible, comprising a section about seven inches long. Even 
above this, and extending up into the shoulder, the bone was so 
extremely thin and brittle that it could be broken between the 
fingers. 

In order to give the patient a fairly useful arm, at least 
temporarily, a prosthesis was determined on. This was accom¬ 
plished by the insertion of an aluminum intra-mcdullary splint, 
as first suggested by Dr. Charles A. Elsberg, which was intro¬ 
duced into the medullary canal of the lower and upper fragments; 
is fitted snugly below, but not so well above, on account of the 
thinness of the bone. The wound was closed with drainage, and 
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the patient made a rapid recovery. Since then lie had been 
treated by injections of Coley’s fluid, and he now wears an 
apparatus, which, while not entirely satisfactory, is fairly so, 
and enables him to use the affected arm. 

The future of this case, Dr. Lilienthal said, presented an 
interesting problem. If lie remained free from a recurrence, 
which was scarcely to be expected, the aluminum splint would 
have to be replaced by some other material, as the aluminum 
would in the course of time be dissolved by the alkalinity of the 
blood, and become absorbed. 

Dr. Frank W. Murray asked whether the absorption of 
the aluminum might not perhaps be prevented by gold-plating the 
aluminum rod? As to a future operation in this case he would 
suggest reopening the upper part of the wound and fitting the 
upper end of the aluminum rod more firmly into the canal of the 
upper fragment of the humerus. 

Dr. Lilienthal said he believed aluminum could not be 
gold-plated. Instead of aluminum, a splint of silver or of silver 
plated with gold might be tried, although it was questionable 
whether such a splint would remain in situ. 

Dr. Charles A. Elsuerg said that when lie suggested (he 
use of the aluminum splint, he did not have in mind cases like 
the one shown by Dr. Lilienthal. On the contrary, the absorb¬ 
ability of the aluminum splint in the cases in which he desired to 
use it was of distinct advantage, as it would disappear after it 
had served its purpose. It was intended simply to hold the 
divided fragments of bone in place temporarily, especially in 
cases where there was a slight gap between them. In a case of 
advanced tuberculosis of the knee joint which recently came 
under his observation, it was necessary to remove a considerable 
section of bone, leaving a gap of about two inches. An aluminum 
cylinder was then introduced into this gap, forcing it into the tibia 
below and the femur above. This wound was still unhealed, 
owing to the prolonged drainage that was necessary, but fully 
two-thirds of the gap between the femur and tibia bad already 
been covered by a new growth of bone. 

EXTRA-DURAL HEMORRHAGE. 

Dr. Charles Elsuerg presented a young man of 20 who 
was admitted to Mt. Sinai Hospital on March 19, 1907, with the 
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following history: Two days before he had spent the day drink¬ 
ing with some friends, and in a fight he was said to have been 
struck on tbe left side of tbe head. He returned home in the 
evening in a dazed condition, but was able to go to bed without 
assistance. In the morning he got up and sat around the house, 
but toward evening be became more drowsy. At nine o’clock 
that evening he was brought to the hospital by his brother. He 
was able to walk, tbe distance being about ten blocks. Upon 
admission, lie was in a semi-conscious condition; when aroused, 
lie was able to answer questions. His pulse ranged between 50 
and 60 per minute; respirations, 20; the pupils reacted to light, 
but tbe left was slightly larger than tbe right. There was 
distinct wcaknesss, almost amounting to palsy, of the entire right 
side of the body. The reflexes on that side were exaggerated. 
Over the left temporal region there were numerous contusions, 
and cracked-pot sound could be elicited on percussion over tbe 
lower part of the temporal region. There was slight congestion 
of the retinal vessels. It was determined to delay operative inter¬ 
ference for a few hours, in the meantime having the patient 
carefully watched. 

The following morning his condition was about tbe same, 
excepting that the pulse and respirations had fallen slightly, and 
drowsiness was perhaps more marked. Further delay was con¬ 
sidered inadvisable. Under anrestbesia, Dr. Elsbcrg made tbe 
usual incision in the left temporal region. When the bone was 
exposed, a fracture was seen running forward and downward. 
Part of the bone in this region was removed with gouges and 
rongeur. As soon as the dura was exposed, a large blood-clot 
was expelled under considerable pressure. Tbe opening in tbe 
skull was then rapidly enlarged, and a very large amount of 
clotted blood was removed with the fingers and by irrigation. 
The anterior branch of the middle meningeal artery was then 
found to be bleeding, and it was secured by ligatures. Tbe 
original blood clot extended from tbe frontal to the occipital 
region, and from tbe median line to tbe base of tbe brain, and in 
tbe temporal region the dura was separated fully an inch and a 
half from the inner surface of the bone. Within a few minutes 
after all the clots had been washed away, the dura resumed its 
natural position. The skin flap was then sewn back into place, 
a small drain being inserted to the region of the ligated artery. 



470 NEW YORK SURGICAL SOCIETY. 

The patient’s convalescence was rapid and uneventful. By 
the evening of the day of operation the right-sided paralysis 
had entirely disappeared, and the boy was partly conscious. The 
pulse and respirations, however, remained slow for twenty-four 
hours longer. The respirations gradually rose to normal, and 
after that the pulse rate. The wound healed by primary union, 
and the boy was up eight days after the operation. Blood- 
pressure observations were made before and during the operation, 
and they showed in a characteristic way that there was no change 
when the dura remained unopened. The large area of dura com¬ 
pressed by the clot without marked pupillary changes was also of 
interest. 

Dr. Benjamin T. Tilton said that in the cases of extra¬ 
dural 1 Hemorrhage he had seen there was no free haemorrhage 
after removal of the clot, and he had seldom found it necessary 
to ligate the artery. 

ABSCESS OF THE LUNG. 

Du. Frank YV. Murray presented a boy 16 years of age, 
who was admitted on January 12 to the medical service of the 
New York Hospital. Some six weeks previous lie had a severe 
attack of tonsillitis which lasted a week. Since then he has 
complained of headache and cough with mucoid expectoration. 
Two days before admission lie was suddenly taken with severe 
pain below the right costal margin. The pain was increased by 
coughing and on deep inspiration. Examination of the chest on 
admission revealed dulness on percussion and bronchial breath¬ 
ing accompanied by many large rales over the lower lobe of the 
right lung. Temperature 101.6 0 , pulse 114. During the follow¬ 
ing week the area of dulness extended upward to the angle of 
the scapula and outward towards the axilla, and as fluid was 
suspected, the pleura was aspirated in two places, but with 
negative results. The temperature still continued elevated, aver¬ 
aging about 102° every afternoon, the pulse averaged 116, and 
the general condition did not improve. O11 January 25 there 
was noted an area about six inches from the spine and corre¬ 
sponding to the lower third of the scapula and extending an inch 
below the angle where percussion was hyper-resonant, the breath¬ 
ing caverno-amphoric, fremitus, increased whispered pectoriloquy 
present with an occasional rale. Dulness on percussion now 
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extended into the axilla as far forward as the anterior axillary 
line. The patient was much weaker, perspired profusely at night, 
and was steadily losing ground. The evening temperature at this 
time averaged about 103.5° and the pulse about 130, respiration 
up to 40. During the following four days the evening tempera¬ 
ture was over 104° and the pulse averaged about 150. Exam¬ 
ination of sputum revealed diplococci, staphylococci and strepto¬ 
cocci; no tubercle bacilli found. On February 1 a needle inserted 
into the right chest at the angle of the scapula withdrew two 
ounces of pus. No improvement followed the aspiration except 
some lowering of temperature, but the local symptoms remained 
the same. On February 4, the temperature having risen to 105° 
and the pulse to 168, the patient was transferred to the surgical 
service of the hospital for operation. 

Operation .—Light ether anesthesia, patient in semiprone 
position, his right arm hanging over the edge of the table. The 
needle, inserted in the ninth interspace behind, withdrew pure 
blood. Inserting the needle in seventh right intercostal space at 
about the location of the spine of the scapula, and pushing the 
needle upward and forward for about an inch and a half, pus 
was withdrawn. An incision at this point was made down to the 
seventh rib, one and a half inches of which was removed, and on 
opening the pleura, a cavity about three-quarters of an inch in 
diameter and walled off by adhesions, was found. The needle 
was then inserted upward and forward through the floor of the 
cavity and pus again withdrawn. On palpating the floor of this 
cavity with the index finger, the tissues were found to be very 
soft and friable, and on pressure the finger broke through into an 
abscess cavity about the size of a hen’s egg. Then followed an 
escape of gas, together with a discharge of light-colored, odorless, 
viscid pus. After carefully cleansing the abscess cavity, it was 
found to be in the lung tissue proper, and it was not an inter¬ 
lobular empyema. A drainage tube was inserted into the pus 
cavity and the wound partially sutured and covered with a large 
sterile gauze dressing. The operation was followed by rapid 
improvement, and on the following day the temperature had 
dropped to 99° and the pulse to 104, with a corresponding 
improvement in the boy’s general condition. The discharge from 
the wound was profuse for several days, requiring frequent 
change of dressings. But it steadily decreased, and on February 
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1 6 the tube was removed. The patient was discharged early in 
March with a small granulating area, which has since healed. 

Bacteriological examination of the pus removed at operation 
showed streptococci, apparently in pure culture. 

The etiology of the abscess is somewhat uncertain, but while 
on the medical side of the hospital, the patient was treated for 
pneumonia, it should be remarked that during the entire course of 
the disease there was no cough with the characteristic pneumonia 
expectoration. The pus which was removed on February i by 
aspiration was thought to have come from a localized empyema, 
possibly from a lung abscess. Whether there was any connection 
between the lung abscess and the attack of tonsillitis in the pre¬ 
vious December, it is difficult to say, but as the bacteriological 
examination showed pure streptococcus infection, and as the 
tonsillitis was presumably a streptococcic sore throat, the con¬ 
nection is somewhat suggestive. The speaker’s experience with 
abscess of the lung was very limited, as he had only operated on 
two cases. 

The patient is now entirely well, has good color, is able to 
work, and has no cough or expectoration. Over the lower lobe 
of the right lung there is still some dulness on percussion and a 
few rales are to be heard. The wound has entirely healed and 
the use of the shoulder and scapula muscles is unimpaired. He 
has gained fifty pounds in weight since operation and now weighs 
115 pounds. 

THE OPERATIVE TREATMENT OF ACUTE ABSCESS OF 
THE LUNG. 

Dr. Benjamin T. Tii.ton read a paper with the above title, 
for which see page 243. 

Dr. Murray said that while he agreed essentially with Dr. 
Tilton concerning the treatment of acute abscess of the lung, there 
was one point on which he slightly differed, and that is whether 
or not aspiration of the lungs should be resorted to in cases 
where there are no adhesions presenting for fear of contaminating 
the pleura. In his opinion the danger of contamination was more 
apparent than real, and in any given case where no adhesions 
were present, the question of immediate evacuation of the abscess 
depended on the patient’s general condition. If it was possible 
to wait with safety for twenty-four or thirty-six hours to allow 
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adhesions to form, such a course would be advisable. In case, 
however, tiie patient was very septic and in a critical condition, 
immediate evacuation of the pus is indicated, and the danger of 
contamination of the pleura can be materially lessened by gauze 
packing around the line of incision. In the opinion of the speaker 
success in operation would depend to a great extent on the estab¬ 
lishment of a diagnosis at the earliest possible moment. In order 
to establish the diagnosis definitely, aspiration is necessary, and in 
resorting to that the physician is not always certain whether 
adhesions are present or not. If the danger of contaminating 
the pleura were as great as expressed by the reader of the paper, 
it would be reasonable to suppose that septic infection would 
follow more frequently than it does in the hands of our medical 
confreres, who resort so often to it. 

Dr. Howard Lilientiiai- said that if aspiration was done 
in a case of abscess of the lung in which there were no adhesions, 
the withdrawal of the infected needle would in all probability 
contaminate the pleura, and an empyema would result, usually 
with fatal consequences. The speaker said he had operated on 
two cases of abscess of the lung. In one the abscess was found 
at the time of operating and in the other at the autopsy. Both 
cases died of pneumothorax. 

Dr. Lilicnthal said that after listening to Dr. Tilton’s paper, 
he felt more inclined to operate on these cases than heretofore, 
and in any suspected case he would be willing to try Dr. Tilton s 
procedure of incising the pleura and resecting the rib, and then 
going in through a second opening at the site of the adhesions, 
if any were found. In the case shown by Dr. Murray, such 
adhesions were evidently present, and Dr. Murray was fortunate 
in entering the lung through the right spot and effecting such a 
brilliant cure. The speaker said he had on two occasions 
attempted to suture the two layers of pleura together, but the 
sutures would not hold. 

As to the danger of creating a pneumothorax in cases where 
there was not an inflammatory condition of the lung, Dr. Lilien- 
thal said he did not think it was as great as had been feared. He 
recalled a case where some years ago he removed a sarcomatous 
growth involving two ribs, which were excised, together with a 
large section of pleura. Some pneumothorax resulted, but the 
patient made an excellent recovery, and was still in good health. 
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Dr. John B. Walker said he had seen two cases of abscess 
of the lung. In one case, where it followed pneumonia, he 
excised a portion of the rib, exposing an area of adherent pleura 
through which the abscess was opened. Death occurred in about 
two weeks. In the other case, where the abscess of the lung was 
not interfered with, the patient recovered. 

Dr. L. W. Hotchkiss referred to one case of direct opera¬ 
tion for abscess of the lung which had been recognized before¬ 
hand. The patient was a child, and the abscess was situated in 
the upper portion of the chest and was easily reached. It was 
found to be gangrenous, and tiie child died in the course of a 
few days. 

Dr. Lilientiial asked Dr. Tilton what his ideas were in 
regard to draining a tuberculous cavity of the lung, and whether 
the tactics lie had outlined, either the same or properly modified, 
could be followed there? 

Du. George Woolsev said that while the danger of infecting 
the pleura from the introduction of a needle into a lung abscess 
was evidently a real one, it was not absolutely fatal in the 
speaker’s experience. He recalled two cases of abscess of the 
lung, both seen within the past three years, and both fatal. One 
of them was diagnosed as aspiration pneumonia, and was asso¬ 
ciated with a very powerful odor. There was some improvement 
after operation, but the patient succumbed in the course of two 
or three weeks. In both of these cases there were adhesions, so 
that the pleural cavity was not opened. 

Dr. Tilton, in closing, said that he had operated on five 
cases of abscess of the lung, with one death, and thought that 
these good results were due to early operation. The mortality of 
abscess of the lung in hospitals is very high, and the most plaus¬ 
ible explanation for this is that most of the cases are referred to 
the surgeon in a bad condition; otherwise, the operative statistics 
would doubtless be more satisfactory. In almost all of the 
gangrenous cases, a fatal outcome is to be expected. The speaker 
said that under certain conditions he saw no objection to an 
exploratory operation before the diagnosis was absolutely made. 
For example, in a case of pneumonia with delayed resolution 
where we failed to find pus by the ordinary methods, he saw no 
objection to resecting a rib over the probable site, which could 
then be located definitely by the evidence of adhesions and thick- 
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cned pleura. Through the adherent pleura multiple punctures 
could be safely made in the expectation of finding pus. When 
adhesions were present, it made no difference how many punct¬ 
ures were made. 

Dr. Tilton said he had had no personal experience in draining 
tubercular cavities. The results of others in that direction had 
been very unsatisfactory. Most of those cavities were in the 
upper lobe, and the results of opening them from the outside were 
not at all good. In dealing with simple abscesses of the lung, the 
prognosis after early operation was very good, as was shown by 
Dr. Murray’s case. Medical men, as a rule, preferred to wait 
until the pus broke through into a bronchus, but personally, the 
speaker said, he thought it advantageous to operate early, even 
before the diagnosis was positive. 

FRACTURE OF THE FIFTH METATARSAL BONE. 

Du. Gkorge Woolsey reported this case, with X-ray findings. 
The patient was a woman who sustained the injury while the foot 
was strongly stipulated. Examination showed some swelling and 
tenderness on the outer side of the.foot between the fifth meta¬ 
tarsal bone and the cuboid. No displacement could be made out. 
An X-ray picture was then taken, which showed a fracture of the 
fifth metatarsal, with avulsion of its proximal end. The foot was 
put up in planter, and the result, after five weeks, was very good. 



